Introduction
A growing problem in Cleveland, as in all parts of Britain, is the continually increasing number of elderly people in the population. In Cleveland the elderly population (aged 65 and over) is roughly 65 000 (11 '/ of the total population) and is increasing by about 1500 each year. Of particular importance is the increase in the very elderly (aged 75 and over), many of whom live alone in the community.
The problem is recognised as a key issue by both the health and social services departments, but it is also recognised that resources are not available to provide sufficient places in hospital, homes for the aged, day centres, etc, to keep pace with this increasing demand. In terms of hospital places alone to keep pace with this increase an additional 15 geriatric beds a year would be required (norm: 10 beds per 1000 over 65), and similar increases in psychogeriatric and social services accommodation would also be needed.
Recently, more attention has been given to schemes for providing "hospital-type" care at home for elderly invalids A modified version of the form used by local social workers in assessing suitability for admission to homes for old people had already been accepted by the steering group as the basic assessment form. This form has been published elsewhere,5 and assesses mobility, dressing, feeding, use of lavatory, bathing, continence, medication, communication, orientation, co-operation, and temperament. Each parameter is assessed using a five-point scoring system, one representing the greatest disability and five the least disability. For assessment the parameters were "clustered" to give three groups-namely, physical score, mental score, and medication score.
Those people accepted were reassessed at intervals of three months. This allowed a "longitudinal" study of any changes that took place between assessments. Those people not accepted were also reassessed at three-monthly intervals to see if any important changes had taken place.
Results and comment 1 OCTOBER 1979 -31 MARCH 1980 Of the 46 people referred, 22 were accepted and 22 were not accepted or declined the services. Two others were initially not accepted but later joined the scheme. Of the 24 accepted, 16 were women and eight men. The ages ranged from 65 Table IV shows the frequency with which help was given to individuals. Obviously, although this is a measure of need, it is difficult to compare different kinds of help. It was the personal needs that most often needed help, the domestic needs less so, and the support needs least often.
During the six months, nine of the recipients were assessed twice using the functional rating assessment. For each of these nine, no one incident showed a decrease in functional ability in respect of any of the average scores calculated. Table V shows minor changes in the average scores for the group. (3) , (c) fitted scheme but personally declined (1), (d) fitted scheme but husband declined (2), (e) fitted scheme so far as personal needs were concerned but sufficient support was available from the family and other support services (5), and (f) did not fit into scheme because they were not sufficiently dependent (10).
Fourteen of the patients in this group were reassessed later during the six months. Two had been admitted to hospital; seven showed no appreciable change; three showed definite signs of improvement; and one continued to cause concern, but would not accept the scheme. Two who were initially rejected were later accepted. The accepted patients functioned at a significantly lower level than the non-accepted (table II) . In other words the latter group were physically and mentally "fitter" than the former and relied less on medication.
HOSPITAL "CONTROL" GROUP
During the six months a group of patients in the geriatric wards at North Tees General Hospital were selected for comparison. Eleven patients (nine women, two men) of similar ages and principal diagnosis to the first 11 in the scheme were selected. Their ages ranged from 69 to 93. Two died and one was discharged from hospital. Their "functional rating" (table II) (2) to the management of the wards and the availability of nursing staff as much as it was of the needs of the individual. Table VI shows the frequency with which help was given to eight of the patients in meeting their personal needs.
WHAT IT COSTS
The costs are grouped in four main sections according to the circumstances in which people live: (1) living alone in "sheltered" housing, (2) living alone in "general" housing, (3) Discussion Caring for very disabled elderly invalids at home rather than in long-stay hospital accommodation has considerable appeal. Our experience shows that most patients and their relatives preferred this form of care in this carefully selected group. The advantages of being in one's own home among one's own relatives and friends are obvious. Careful selection of cases is important, as in this scheme patients living alone had to be left unsupervised from 9 pm to 8 am, and many "long-stay" geriatric patients who require frequent night attention would therefore be unsuitable. Domiciliary care for the elderly sick has previously been criticised on the grounds of cost, but our scheme seemed to compare favourably from this point of view with hospital inpatient care.
Our costing of inpatient hospital care is based on the 1980 costs of long-stay accommodation. Of the 21 cases costed in detail, in only five (24%) were the costs of community care above the cost of hospital care (JJ1 19 per week) . If the scheme is seen to be a viable alternative to long-stay hospital care then the hospital costs should include capital as well as revenue costs. When using DHSS cost estimates for providing "improved" rather than new buildings, the capital cost of a bed is £17 500 which, when discounted at the recommended Treasury discount rate over an expected lifetime of 60 years, yields a weekly cost of £24. If capital costs are included with revenue cost then in only one out of the 21 were these costs exceeded.
Demands on general practitioner services by patients on augmented home nursing were very small. In the six-month period 35 general practitioner visits were required (fewer than two per patient) and only two night calls were needed. Daily contact with nursing staff who were in regular communication with the family doctors obviously reduced the need for emergency calls to the general practitioner.
In our opinion planners should consider providing augmented home care schemes for some chronic elderly invalids in all health districts as an alternative to providing additional long-stay beds. The advantages include capital savings and a high degree of patient satisfaction provided that patients placed on such schemes are carefully selected.
